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Introduction: social policy, health care and redistribution
This chapter
1 contends that there is a need for more and better political economy of social policy in the development context, and seeks to contribute to its development. Specifically, the chapter discusses the problem of achieving and sustaining redistributive health care in contexts of inequality and low incomes. Much of our evidence and specific argument are drawn from the health sector in Africa, and in particular from recent research 2 on health care markets in Tanzania. We believe, however, that our arguments have wider resonance for the effort to create effective, context-specific developmental social policy.
We employ a broad definition of 'social policy', to include governmental and non-governmental public action to shape social provisioning such as health and education, including influencing the distributive outcomes of social sector market processes. Indeed we argue that understanding the mutual interaction of public policy and market behaviour is key to designing effective developmental policy in health care as it is in other social sectors. We take for granted, as the basis for our argument here, some of the central propositions of Mkandawire (2001): • That health and education are necessary for economic growth;
• That effective social policy can prevent developmentally dysfunctional inequality and conflict; • And that we need to understand how these points can be moved onto the political agenda in both authoritarian and democratic regimes without such functionalist arguments undermining the intrinsic importance of social solidarity as an ethical objective.
We seek to respond in particular to the challenge of the last point, by contributing to the development of political economy-based, policy-relevant analytical approaches to redistribution in the health sector.
Our concept of 'redistribution' is intentionally broad. We define 'redistributive' action as encompassing all social processes that create increasingly inclusive or egalitarian access to resources. In health care, this can include subsidy for access by those otherwise excluded; cross-subsidy within health care provider institutions; risk-pooling that increases the inclusion of the moderately poor; and referral systems that increase the access of the poor to secondary care. More generally, it refers to shifts in health care systems in directions that sustain and legitimate access by those who can pay little or nothing, including processes that support redistributive commitments by governments and effective claims to access by the poor. This kind of shift is particularly difficult to achieve in contexts where health care reform based in marketization is explicitly legitimating unequal access (Mackintosh 2001) .
We argue in Section 2 of this chapter that the health policy and development literature lacks an overarching theory of policy. Its prescriptions for the allocation of public and donor funds emphasize redistributive intent, yet the research literature largely fails to tackle the problem of explaining persistent redistributive failure. Next section 3 contrasts this methodological 'thinness' with elements of the European and African social policy literature that develops an empirically based political economy of policy. Note that our aim here is not to argue that the European literature offers models of health care systems for emulation, but rather to identify relevant methodological avenues that are paralleled in work by scholars in lower income contexts.
Section 4 then discusses some key issues in the political economy of redistributive health policy in low-income contexts. We explore some of the implications of understanding redistributiveness as a health care system characteristic. Distributive outcomes of health care emerge from interactions among policy makers, institutions in all sectors, and health care users and would-be users. Hence institutional behaviour, institutional legitimacy and response to market and non-market incentives are key variables in explaining redistributive success and failure. The argument in this section draws upon institutional and game-theoretic economics and the sociology and anthropology of institutional change. Section 5 explores some of these issues in the Tanzanian context, drawing upon our own research. We identify partial social polarization in this recently liberalized low-income health care system, and discuss the scope for combating the resultant exclusion and impoverishment. Section 6 draws the threads together into an argument for a 'thicker' methodology of health care research and policy, aimed at rooting redistributive health care policy in local knowledge and locally feasible institutional design.
